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sUmRbkasfaRKYsar ³
■■ b½NÑepÞrplRbeyaCn_tameGLicRtUnik ¬EBT¦ min)anTTYlkñúgsMbuRttamGas½ydæan

xageRkam ehIy plRbeyaCn_epSg²RtUv)aneFVIRbtþibtþikarN_eLIgedaymnusSEdl
KµansiT§i ³ 

■■ b½NÑ EBT RtUv)anraykarN_BIkar)at;bg;¼lYc eTAkan;Rsuk b¤ eTAkan;ExSTUrs½BÞPøam²
EBT ehIyRsuk b¤ ExSTUrs½BÞPøam² EBT )anxkxankñúgkarTukCaemaX³nUv b½NÑ EBT nig
plRbeyaCn_epSg²RtUv)aneFVIRbtþibtþikarN_eLIg edaymnusSEdlKµansiT§i.
)anraykarN_enAéf¶TI ____________________ enA ______________

eTA_________________________________________________

■■ es,ógGaharRtUv)anbMpøajenAkñúgeRKaHGkusl b¤ mhnþrayrbs;RKYsar. GVI)anekIt
eLIg nig eBlNa³
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___________________________________________________

´sUmRbkasfaesckþIEføgkarN_xagelIKWBit nig RtwmRtUv cMeBaHkaryl;dwgd¾x<s;bMputrbs;
´. ´k¾dwgEdrfa RbsinebI´pþl;nUvB½t’manminBit b¤ mineBjelj ´Gac)at;bg;siT§iBIkmµviFI
b½NÑGaharUbtßmÖ/ TTYlBin½y/ dak;Bn§FnaKar b¤ TaMgbI.

Gas½ydæanepJIsMbuRt ¬elx/ pøÚv/ RbGb;sMbuRt¦

_________________________________________________
Rkug rdæ kUdtMbn;

_________________________________________________
Gas½ydæaneKhdæan ¬RbsinebIepSg¦ ¬elx/ pøÚv¦

_________________________________________________
Rkug rdæ kUdtMbn;

_________________________________________________
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

sMbuRtPsþútag¼karpþl;siT§i eelIkarbþÚr
(DFA 303)
kkaarrEENNnnaaMM ³³ enAEpñk A sUmKUskñúgRbGb;EdlRtUvnwgelakGñk/ cuHhtßelxa nig bBa¢ÚnRtLb;
BaküsMuenHkñúgry³eBl 10 éf¶ énkar)at;bg;rbs;elakGñkEdl)anraykarN_ ebIBMudUecñaHeT
nwgKµankarbþÚrNamYyeLIy.
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EEppññkk A - ssMMbbuuRRttPPssþþúúttaaggRRKKYYssaarr

htßelxaénsmaCikRKYsarEdlTTYlxusRtUv b¤ GñktMNagEdlTTYlsiT§i
¬Edl)anTTYlkarbþÚr¦

DFA 303 (CB) (3/05)  REQUIRED FORM - SUBSTITUTES PERMITTED

☛

bbTTbbBBaaØØttii ³³ bTbBaØtiTaMgenHGacGnuvtþ ehIy elakGñkGacBinitüenAkariyal½ysuxmalPaB
rbs;elakGñk MPP 16-515.

Case Name:
Case Number:
Worker:
Date DFA 303 Received:

PART B - REPLACEMENT BENEFITS

PART C - ACKNOWLEDGEMENT OF RECEIPT (OVER THE        
COUNTER)

SIGNATURE (PERSON AUTHORIZING OR DENYING REQUEST)

RECEIVED BY: DATE

DATE

■■ APPROVED - EBT Replacement Date ___________________

■■ EBT:  Authorized Replacement Amount $ ________________

■■ DENIED - Reason for Denial (Explain)
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________


